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one of three sampled residents {resident #1}.

- A review of the medical fecord for resident #1

PERSONS/PER CARE PLAN

The services provided or arranged by the faciity
musf be provided by qualified persons in
accordance wiih each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review it was
determined the facility faBed to provide services in
accordance with each resident's plan of care for

The facitity failed to uillize a mechanical lift to
transfer resident #1 for bathing on February 20,
2(111, in accordance with the resident’s plan of
care, resuifing in pain and injury to the resident's
right knee. Resident#1 was diagnosed with 2
fracture to the right tibia and fibula {below the
right knee} on February 22, 2011, :

The findings include:

revealed the resident was admitted to the facilily
on Oclober 6, 2004, with diagnoses that inciuded
severe Osteoporosls, Osteoarthrifis, a history of
Fraciured Vertebrae, and Lumbar Compression.

A review of resident #1's annual Minimum Data
Set (MDS) dated April 8, 2010, revaaled the

1 ADON/Staff Development on 2/24, 3/2, 3/7,
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F 000 | iNITIAL COMMENTS 1 000 | The preparation and execution of this plan of
correction does not constitute admission or
An abbreviated standard survey (KY'15993) was agreement by the provider of the truth of the
conducted on March 23-24, 2011, The aliegation facts alleged or conclusions set forth in the
was ;ubsta‘ntiatf?d. Deficient practice was statemnent of deficiency. This plan of cotrection |-
:t:joenilﬁed ata'G'level, with an opportuniy to is prepared and executed solely because it is
F 282 | 483 20(k)(3)(F) SERVICES BY QUALIFIED £ 2gp Fequired by federsl and state law. e
55=C 1. Resident #1 received treztment at the hospital

npon verification of the x-rzy resulls. An investy
gation info the circumstences of the injury to
Resident #1 was conducted by the Administrator
and DON upon identification of the infury findmgs,
with notification of DCBS znd the OIG. Review,
of the status of Resident #1 was conducted with
the family, with review/revision of the care plan
and patient record to inciude bed baths for bathing
and mechanical lift for all transfers.
2. Al residents recuiring the use of a mechanicai
lift have been evaluated io determine appropriaie
1ift use. Findings were reviewed with the residents/
families with review/revision of the care plans
and patient care records 1o address Eft use as
indicated.

3. Licensed and non-licensed nursing staff have
received in-service education on the provision
of transfer assistance for residents in accordancq
with the care plan and patient care record,
incInding bt not limited to the proper use of
the mechanicat lif, as provided by the DON/

3/16, 3/21, 3/23, 3/24, 3/25, 3/26, 3/27, 3/28,
3130, 3/31, and 4/6.

LABGRATORY DIRECTOR'S OR PROVIDER/SUPPLIER RE?EN{IJE'S SIGH,
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Any defickency statemant ending with an asterisk (*) deholes a deficiency

other safeguards provide sufficiestt pratection o the patients. (See instruckions.)
following the date of survey whether or net 2 plan of corection is provided. For

h th ‘mst‘rn.é:n may be excused from comecting providing I is ﬁa‘érm]rg'} that -
pt fof nursing homas, the findings siated above are disclosable 90 days
nursing homes, the above findings and pians of correction are disclosable 14

days following the dafe these docoments are made avallabie to the facilty. If defidiencies are ciied, an approved pian of correction is requisite to confinued
program parficipation. '
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F 282 | Continued From page 1 F 282 | 4. Observations of non-licensed nursing staff
facility assessed resident #1 to require total implementetion of interventions in accordznce
assistance of two or more staff parsons for with the care plap/patient record will be complated
transferﬁ, A_revi ew of Ethe residi:é‘s Ao by the DONADON/Staff Development Coor-
comprehensive care plan revealed on April 5, - daffper dav x 1 then 2 staffl
2010, an intervertion for the use of a Hoyer Iift for dinator on. 2 stail per ytz we?k’ ﬂl&ﬂc 1
all transfers was added to the resident's pian of per week x 2 weeks, and then using the CQ
care. A review of the Cerfified Nurse Aide (CNA} Indicator as outlined. The CQI Indicator for
Care Plan record for February 2011 revealed two | the monitoring of implementation of interventions
staff persons were to use a rmechanical Hift for all in accordance with the care plan/patient care
transfers for resident #1. record will be utilized monthly x 2 months, and
A review of nurse's noles dated February 22, then quarterly as per the established CQI czlender,
2011, at 12:45 p.m., revealed resident #1 was under the sapervision of the Director of Nursing.
yelling in pain and was noted {0 have redness and :
edema fo the right keg and fight knee. The
physician and responsible party were notified and
orders were received to fransfer resident #1 fo the
hospital for evaluation and freatment. Resident
#1 returned to the facilify on February 22, 2011, at
4:30 p.m. Review of the hospital record revealed
resident #1 was diagnosed with fractures of the
bones to the right leg.

A review 6f the faciiity's invesfigalion regarding

resident #1's fraciures dated February 23, 2011,

revealed the facility had determined resident #1's

leg was injured dudng a fransfer conducted by

CNAs #1, £2, and #3 when the CNAs did not uss

a Hovyer [iftt to transfer the resident. The resident

was reported to state, "Oh, my knee,” when the

| three CNAs transfered resident #1 without the

 userof = ift on February. 20, 2044,

Arr Interview conducted with CNA #1 on March

23, 2011, at 2:35 pun,, revealed on February 20, :
2011, CNA #3 requested assistance from CNA #1 i
and CNA #2 to transfer resident #1 to a lift chair

for bathing. CNA #1 stated a siting transfer with

the use of a gait beit from a geri-chalir to @ bath
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further complaints after the transfer, during the

chairfiift was completed for resident #1 with the
assistance of CNAs #1, #2, and £3. During the
transfer resident #1 was noted to complain by
saying, "Ch, my knee." However, the resident did
not compkaity at any other ime or when the
resident was transfarred back o the geri-chair
after the bath wes complete. Additional interview
with CNA #1 revealed this-mathod of transfer was
ahways Ufilized for resident #1 for bathing and that
a Hoyer fift was utilized for alf other fransfers for
resident #1.

An interview conducted on March 23, 2011, at
2:48 p.n., with CNA #3, whose primary duty was
to bathe residents, revealed con February 20,
2011, CNA #3 requested the assistance of CNAs
#1 and #2 fo transfer resident #1 from a geri-chair
%0 a bath/lift chair for bathing. CNA#3 stated a
gait belt and three-person assist was uliiized o
fransfer the resident CNA #3 was not aware of
any complaints from resident #1 during the
transfer. CNA #3 was aware resident #1 was
assessed to require a mechanical lift for afl
transfers. However, staff had never ufilized a
Hoyer lift when transferring resident #1 for
bathing. CMA #3 stated the lift could be uijiized
but the shower room was small and resfdent #1
had always been transferred with the use of three
staff persons.

An interview conducted with CNA #2 an March
23, 2611, at 396 p.m., revealed on February 28,
2011, CNAs #1, #2, and #3 transferred resident
#1 from a gerichair to a bath/ift chair by utiizing
a gait belt CNA#2 stated when resident #1 was
turnad during the iransier resident #1 said, "Oh,
my knee” CNA #2 stated resident #1 had no

bath, or when transferred after the bath was
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- ofihie resident's sevare osteoporosis. The DON

completed. CNA #2 reparted a Hoyer it had
never been utifized for resident #1 during bathing
fransfers.

An interview conducted with LPN #1 on March 23,
2011, at 1:50 p.m., revealed that a iiff was
required to be utiized when transferring resident |
#1 because the resident was gead weightand
pulfing on the resident may hurt the resident.
LPN #1 made rounds each shift to monitor i
bathing and ensure resident care was provided
according to each resident's plan of care.
However, the PN was not aware staff was not
utilizing & liff fo wansfer resident #1 for bathing.
LPN £1 became aware staff was not utilizing a lift
far transferring resident #1 during bathing on
February 20, 2011, when the CNAs requestad
that an order be obtained for showers instead of 2
tub bath for resident #1 because of the resident's
size. Further interview revealed the LPN
nformed the CNAg on February 20, 2011, thata
Efr was 1o be utilized for resident #1 when
transferring the resident For bathing. The LPN
also informed the Director of Nursing (DON) that
staff was not utilizing the liton February 21,
2011

An interview condusted with the Director of
Nursing (DON) on March 23, 2011, at 3715 pam,
revealed resident #1 was assessed to reguire the
use of a mechanical lift far all fransfers because

stated the nurses were requited to monitor
resident baths daily when making rounds 1o
ensure the care was pravided according to the
resident's plan of care. Further interview revealed
the CNAs were checked off on bathing and
fransfers by a preceptor upon hire and annually to
ensure the CNAs were knowledgeable regarding

F 282
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‘adequate supervision and assistance devices o

12011, The resident complained of right knee pain

HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives

prevent accidernts.

This REQUIREMENT is not met as evidenced
by: )

Based on interview and record review it was
getermined the facility failed fo ensure one of
three sampled residents (resident #1) recaived
adequate supervision and assislive devices to
prevent accidents. The facility assessed resident
#1 to require the use of a Hoyer iift for all
fransfars. However, staff transferred resident #1
without the use of a Hoyer it ann February 20,

during the fransfer, and was diagnosed with a
fracture o the fibia and fbula (below the right
kriee) on February 22, 2011. Review of the
resident's medical record and staif interview |
revegled staff was required to ufilize a Hoyer lift
when transferring resident #1 to ensure safe
fransfers for this resident

The findings includs;

| families with review/revision of the care plans

{including but not imited to the proper use of
1 ths meckiamical lift, as provided by the DON/

0543 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 05)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFEX (EACH CORRECTIWE ACTION SHOULD BE COMPLETION
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F 282 | Confinued From page 4 F 282 :
resident care. The DON was not aware staff was '
not utilizing the Hovyer lift fo transfer resident #1
for bathing per the resident's plan of care untl
February 21, 2011. Resident #1 sustained 2
fractured tibia and fibula during this incident _
acrording to the faciity mvestigation.
F 323 | 483.25(h) FREE OF ACCIDENT F 323 1. Resident #1 received treatment at the hospital ~ 4/8/11

upon verification of the x-ray results. An invest;
gation into the circnmstances of the mjury to

Resident #1 was conducted by the Administrator
and DON upon identification of the injury findings,
with potification: of DCBS and the OIG. Review
of the statns of Resident #1 was conducted with
the family, with review/revision of the care plan
and patient record to include bed baths for bathipg
and mechanical lift for all transfers. .
2. All residents requiring the use of a mechanicql
lift have been evalnated to determine appropriate
lift use. Findings were reviewed with the residents/

and patient care records to address lift use as
indicated. ‘

3. Licensed and non-licensed nursing staff have
received in-sérvice education. on the provision
of transfer assistance for Tesidents in accordance
with the care plan and patient care record,

ADON/Staff Development on 2/24, 3/2, 3/7,
3116, 3/21, 3/23, 3/24, 3125, 3/26, 3/27, 3/18,
3/30, 3/31, and 4/6.
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Review of the medical record for resident #1
revealed the resident was admitled to the faciiily
on Oclober &, 2004, with diagnoses that included
severe Osteoporosis, Ostecarthritis, a history of
Fractured Veriebrae, and Lumbar Compression.
A review of a Minimum Data Set (MDS) for
resident #1 dated April 8, 2010, revealed the
facility assessed the resident to reguire total

! assistance of two or more staff persons for

transfers, A review of the care plan for resident
#1 revealed an intervention for the use of &
mechanical lift dated Aprit 5, 2010, and that a gait
bak assisted transfer had been discontinued from
the care piar on June 28, 2010,

A review of the physician's orders for February
2011 revealed a mecharical it was o be ufilized
for all ransfers for resident #1.

A review of nurse's notes for resident #1 revealed
on February 22, 2011, at 12:45 p.m., resident #1

‘was noted fo.be in pain and was noted with

rednzss and edema to the right leg and right -
knee. The nUrse's notes stated resident #1 was
transferred to the hospital for evaluation and
treatment Resident #1 retumed fo the faciiity on
February 22, 20114, at 4:30 p.m,, with & dizgnosis
of fracture 1o the bones in the right leg.

Review of the faciiity invastigation completed on
February 25, 2011, revealed the fractures to
resident#1's right ieq were determinad ko be
caused when resident #1 was fransferred by
CNAs #1, #£2, and #3 without the use of a Hoyer
fift during a bath on February 20, 2011,

Interview conducted with the Advanced
Registered Nurse Praciitioner (ARNP) on March

| 24, 2011, at 11:00 a.m., revealed if the

implementation of interventions in accordance
with the care plan/patient record will be completed
by the DON/ADON/Staff Development Coor-
dinator on 2 staff per day x 1 week, then 2 staff]
per week x 2 weeks, and then using the CQI
Indicator as outlined, The CQI Indicator for
the monitoring of implementation of interventigns
in accordance with the care plan/patient care
record will be utilized monthly x 2 months, and
then quarterly as per the established CQI calendar,
under the supervision of the Director of Nursing.
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{ An interview conductad with CNA#1 on March

' gait bettwas ulilized to provide & siting transfer

mechanical lift had been utilized to transler
resident #1 the resident would have been less
fikely fo have been injured. The ARNP stated the
use of the mechanical it would have applied
fnore even pressure during the transfer. Per
interview, it would be difficult for three staff
persons to fift a resident with even pressure
because staff could not lift at the exact same
fime. .

23, 2011, at 2:35 p.m., revealed on February 20,
2041, CNA #1 assisted CNAS #2 and #3 with the
transter of resident #1 from a geri-chairto a
bath/ift chair. GNA#1 stated resident #1
compiained during the transfer by saying, "Oh, my
knee," However, resident #1 did not complain at
any other time-during care or when the resident
was transfarred back to the geri-chair after the
bath was completed. CNA#1 was aware that
resident #1 réqaired a Hoyer lift for transfers.
However, CRA#1 stated resident #1 was always
transferred for bathing with the use of a gait belt
and three staff persons.

An inferview conducted with CNA #3 on March
23, 2011, at 2:48 p.m., revealed CNA #3 was
primarily responsibie for resident bathing. CNA®
#3 provided a bath to resident #1 on February 20,
2011, and had transferred resident #1 with the
assistance of CNAs #1 and #2. CNA#3 stated &

from a geri-chalr to a bath/lift chair for resident #1
on February 20, 2011, without the use of a Hoyer
lift. CNA#3 was aware ihat resident #1 was’
assassed o require the use of a Hayer §ift for all
transfers. However, a Hoyer [iff had never been
used 1o ransfer resident #1 during bathing
according fo CNA#S. In addifion CNA #3 stated

[nSL) SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION om -
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that resident #1 had always been fransferred with
the use of thres staff persons and a gail belt.
ONA #3 further stated a Iift could be udilized, but
the shower room was small. However, GNA#3
stated the concern regarding the showar oom
size had not been reporied to the facility's
adminisirative staff -

An inderview conducted with CNA #2 on March
23, 2011, at 3:06 p.m., revealed on February 20,
2011, CNAs #1, #2, and #3 transferred resident
#1 from a geri-chair fo a bath/ift chair ufilizing 2
gait belt. CNA #2 stated when resident #1 was
sirned during the transfer resident #1 said, "Oh,
my knee." CNA #2 stated resident #1 had no
further complaints after the wansfer, during the
bath, or when ransferred after the bath was
completed. CNA #2 stated a Hoyer lift had never
been utilized for resident #1 during bathing
transiers.

An interview conducted with LPN #1 on March 23,

2011, at 1:50 p.m., revealed resident #1 was
assessed o reguire a lift for fransfers because
the resident was heavy and puliing on the
resident could cause injury t© the resident.
Further interview reveated the LPN was required
to rnake rounds each shift fo ensure the CNAs
were providing resident care as required.
However, tha § PN was pot aware staff was noi
utilizing a fit to transfer resident #1 for bathing.

| LPN#F1 became aware staffwas not afilizing a bt |
for fransfers during bathing on February 20, 2011,

when the TNAs reguested that an order be
obtained for showers for resident #1 instead of a
tub baih because of the resident's size. LPN#1
informed the CNAs that a fift was to be utilized to
transfer resident #1 for bathing. The LPN
informed the Director of Nursing {DON) that staff
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| to ensure that CNAs were providing resident care

was not utilizing the Eit on February 21, 2011.

An inferview conducted with the Director of
Nursing (DON) on March 23, 2011, af 3115 p.m.,
revealed the nurses at each station were required
to make rounds daily 1o monitor resident care and

as ordered/planned. The DON stated the CNAs
were checked off by a preceptor for resident
bathing and transfers upon hire and annually to
ensure the GNAS were knowiedgeable regarding
resident care. The DON was not aware staff was
not foliowing the care plan for resident #1 by
utilizing a Hoyer It for all transfers, untl LPN #1
informed the DON that the CNAs had not used 2
fift for resident #1 on February 20, 2011.

An inferview conducted with the facility
Administrator on March 23, 2011, at 5:15 p.m,
revealed facility administrative staff made rounds
on all stations daily 1o ensure care provided to
residents was appropriate. The Adminisirator
stated administrative staff and nurses monitored
resident bathing. However the Administrator was
net aware staff had not utiized the use of a Hoyer
lift white transferring resident #1 {o ensure safe
iransfers. Resident #1 sustained a fractured fibia
and fibula during this incident according fo the
facllity investigation. -
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